MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -

DEPARTMENT OF PUBLIC HEALTH AND WELFARG . é - STATE FILE
} Registration District No. L _Primary Registration District No. ,,Q _Registrar’s No. ___,2;_--

DO NOT WRITE
GN THIS $TUB AMENDED

1. PLACE OFf 2. USUAL RESIDENCE (Whore decensad lived. If institution: Residence before

a. COUNTY a. STATE . COU admisaion}
- Ste Clair Missmnﬂ ¥t. clair
b. Cé'l;( (i outstde corporate limits, give TOWNSHIP enly) Length of stey in 1b <. tnside Limits

Oﬂ
TOWN ahin: _ a9 yaars TOWN collins Yo 7, No [1

c. FULL NAME OF (Hf NOT in hospital, give location Insida Limirs d. STREET ) If outside, give locatl Resi
HOSPITAL O J ! ADDRESS {If ouvtside, give location) eside on Farm

INS‘I‘ITUTION 7=~ B Cocllins Yes O Noﬁ - Route # 1 Yes J Ne

" '3. NAME OF DECEASED Firsy Middle Last 4. DATE Month * Day . < Year-

{Type er print} OF
Fred N.. MeKinnon oeATH  January 17, 1963
5. SEX 6. 'COLOR OR RACE 7. Married (I Never Married O . DATE OF BIRTH | 9. AGE {last birthdey) |IF UNDER ) YEAR | IF UNDER 24 HR

Malp Whi te Widowed [ Divorced [ ] /19 590 7o Mnmhll Days Houn—{ Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR (NDUSTRY| 11. BIRTHPLACE (City and state or country}. | 12. CITIZEN OF WHAT COUNTRY

I‘j‘.“"‘” most of working 1ife; even If retired) , C 1&1’ inda I P USA

133, FATHER'S 135. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

Taylor Mckinnon U Julla McKinnon
15. WAS DECEASED EVER IN U.§. ARMED FORCES? 18. SOCIAL SECURITY NO. 17. INFORMANT Address

. no, known) [ (If yes, give war or dates uf servi R . .
W o ko[ yen ulig McKinnon,Colling Migs
18. CAUSE OF DEATH {Enter only one cause per line . INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (a)

Vv§ 300
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DOCUMENT

which geve rise to
above cause ' (a),
sating the under.

Conditions, if any,] DUE TO (b) = o
lying cause last.

DUE TO (c)

FART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not rc|a19d Yo the terminsl PART LIl |f decossad was famale wa
PAR disease conditton given in PART |:[a)’ N ‘thers a pragnancy In lest 90 days.

]D‘fn' O Ne I O Unknown
19. WAS AUTOPSY 20a.-ACCIDENT  SUICIDE- HOMI:I|CIDE . 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of InJury in PART I'or PART I of item 1B.)
(] ]

AMENDMENTS ON THIS RECORD ARE 'AS FOLLOWS
INSTEAD OF

20¢. TIME OF Hour Month, Day, Year
INJURY a.m, .
pm.
3 RRED 20e. PLACE OF INJURY [e.0., in or about hom-, 20f. CITY, TOWN, OR LOCATION
o mﬁ?ﬁ:&gnx farm, factory, street, office bidg., etc.) .
NOT WHILE AT WORK []

) y her
2. | lﬂend:;d the deceased ﬁo“\%‘_d-ﬂ—— %mm lost saw |, slive OWL
' : 22

MEDICAL CERTIFICATION

30 P o on the date stated above, and to the bert of my knowledge, from the cavies stated.

[Degrea or titie) 22b. ADDRESS 22c, DATE SIGNED

U SO DO, - Collinsg. Misaguril 1/18/6'3-

73, BURIAL -CREA-AATION 7b. A Z3c. NAME OF CEMETERY OR CREMATORY .. | 23d. LOCATION (City, town, of county} (State)

REMOVAL (Specify) Ncor11 198 oun
%ﬂ%ﬂ(}k 1/2 0/6 SADDIESS Robinacn 5. DArE RECD. BY LOCAL REGO ’@! nc:m
lGoodrich Funeral Home,Osceola Mo. /"/5’-/743 ﬁﬂﬂ‘gé{b

{Li d Embalmars S t on Reverse Side)

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




R

ST AR i TR

-

STATEMENT. BY I.ICENSED EMBALMER

hereby cerfify that the body whose name is recorded on the reverse side of this cerfificate/' was embalmed by me,

Lo

- or by ‘Student Eri';balmer No.

working under my personal supervision. - o é " . '
-Student Signed % '

Signsture of Student Embalmer

s _ _ . licensed Embalmer No. 3 c3’s
* P. O. Address @M@

‘. : -Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

“If this body is not embalmed fact should be so stated above.
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